State of Catifornia - Health and Human Services Agency Department of Social Services

Application for CalFresh, Cash Aid, and/or
Medi-Cal/Health Care Programs

Version date 5/17/13

If you have a disability or need help with this application, let the County Welfare Department (County) know and someone will help you.
it you prefer to speak, read, or write in a language other than Engtish the County wilt get someone to help you at no cost to you.

How do | apply?
Use this applicaticn if you are for appiying for food agsistance {CalFresh), cash aid (Calfornia Work Qpportunity and Responsibility to Kids and Refugee Gash

Assistance}, Medi-Cal and/or other health care programs. if you want to apply for.CalfFresh only, you can ask the County for the CalFresh only application.
CalFresh is a food assistance program 1o help you with the cost of buying feod for your household if .you.want ta apply for heaith care only, you can ask the
county for a heaith care only application. :

You can also apply for CalFresh and cash aid onfine by going to http.//www.benefitscal.org/.
You can also apply for Medi-Cal and/or health care programs online by go;ng to nttp:/fwww. beneﬁtscal org/ or [CalHEERS link here}.

e Fill out the whole application form, if you can. You must at least give the County your name, address, and signature (question 1 on page 1 of the application) to
hegin the application process for CalfFresh. For cash aid you must fill out questions 1 thfough 5 onpages 1 and 2 of the application and sign it to begin the
application process.

e Each program has an indicator showing what questions pertain to that program. For cash aid, it is a do#lar sign; for CalFresh, it is a shopping cart, and for Health
Coverage, it is an ambulance. If you are not appiying for a program, for example, cash aid, you don’t need to answer questions marked only with a dollar sign.

» Give the application to the County in person, by mail, or by fax. - '

¢ The day the County receives your application starts the time to give you an answer on whether you can get benefits. If you are in an institution, this time starts
from the day you leave. '

What do | do next? : :

» Read about your rights and your responsibilities (mformanonal pages) before you sign the application,

e You must have an interview with the County 1o discuss your application. If you have a disability other arrangements can be made.
e If you did not fii out all of the application, you can finish it during your interview.

» You will need to give proof of your income, expenses, and other circumstances to see if you are eligible.

How long will it take?
it may take up to 30 days to process your application for CalFresh and Medi-Cal. For Cash aid it may take up to 45 days unless you have a certain emergency

situation. Ask the County how to get your benefits or emergency health care right away.

You may be able to get CalFresh benefits within 3 calendar days or your cash aid immediately, if:

e Your household's menthly gross income (income before deductions} is less than $150 and not more than $100 in a checking or savings account; or
¢ Your household’s housing costs (rent/mortgage and utilities) are more than your monthly gross income and money in checking or savings; or

® You are a migrant or seasonal farmworker household with less than $100 in checking or savings and 1) your income stopped, or 2) your income has started but
you do not expect to get more than $25 in the next 10 days.

Informational Page — Please take and keep for your records.
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State of Calffornia ~ Health and Human Services Agency Department of Social Services
For cash aid, you may aiso get immediate assistance if:

¢ Your food will run out within three days;

e Your utilities have been or will be shut off;

= You don't have sufficient clothing or diapers;

& You are homeless or have an eviction notice or notice to pay rent or move; of

# Other kinds of emergencies important to health and safety

To see if you can get benefits faster, please compiete sections XX and XX, and give the County proof of your identity {if you have it).
The County will send you a letter to let you know if your household is approved or denied for the benefits you applied for.

What do | need for my interview?
To avoid delays, bring proof of the foliowing items with you to your interview. Keep your interview even if you do not have the proof. The County may be able to

help if you need help getting proof. During the interview, the County will go over the information on the application and will ask you guestions 1o see if you can get
benefits and the amount of benefits you can get. Bring proof of: o

Proof Needed to Get Benefits Proof Needed to Get More CalFresh Benefits
s ldentification (Driver's License, State ID card, passport). o Housing costs (rent receipts, mortgage bills, property tax, insurance).
« Birth certificates for everyone applying for cash aid. e Fhone and utility costs.
» Where you live (a rental agreement, current bill with your address listed). « Medical expenses for anyone in your household who is elderly (60 and
¢ Social Security Numbers {see XXXXX about certain noncitizens). cider) or disabled.
« Money in the bank for all the people in your household {recent bank statements). ¢ Child and adult care costs due to someone working, looking for work,
= Earned income of everyone in your household for the past 30 days {recent pay attending training or schooi, or participating in a required work activity.

stubs, a work statement from an employer). NO‘{E If self-employed, income and = Child support paid by a person in your household.

expense or tax records.

» Unearned income {Unemployment benefits, SSI, Social Security, Veteran's Additional Proof Needed for Health Coverage

benefits, child support, worker's compensation, school grants or loans, rental « |nformation about any job reiated health insurance available to your
income, etc.). family.
o Lawful immigration status ONLY for noncitizens applying for beneﬁts (an Alien + Policy numbers for any current health insurance.

Registration Card, visa)
NOTE: Certain noncitizens applymg for fmmfgratfon status based on domestic
viofenice, crime prosecution or trafficking may not need this proof.

e Immunizations for children six years of age or younger. (for cash aid)

What if f am homeless?
Please let the County know right away if you are homeless, so they can heip you figure out an address to use 1o accept your application and get notices from the

County regarding your case. For CalFresh and cash aid, homeless means you are:
A. Staying in a supervised shetter, halfway house, or simitar place.

B. Staying at the home of another person or family for no more than 90 days straight.
C. Sleeping in a place not designed for, or normally used, as a place to sleep (e.g. a hallway, a bus station, a lobby, or simiiar places).

Informational Page ~ Please take and keep for your records.



Please use black or biue ink because it is easy to read and copies best. Please print your answers.

if you need more space to answer a guesfion{s), use page XX “Additiocnal Writing Space” section and attach additional sheets of paper if needed %o provide the information. Please be sure

to identify which guestion you are writing about on the extra space and additionat sheets of paper.

1. Applicant's Information  ~ £ Il 1o grovms
Name (First, Mlddle Last Other Names (maiden, nicknames, etc.) Social Security Number _—{
- . b—%» (if you have one and are applying for benefits)

SAwS [-#1 SRS Pk son * SMUSL S SMOSQET T Sl Ed SeAAs

Home Address or Directjons o your home Apartment # City SIS E County"'\' : State mpﬂ( Zip Bode Py
SRS 18 Sproe, 9 BIA %%A""‘& SSR®D | ssa pusa A SSAHT S s # I s 4 4

Mg_iljng Address [if different from abové) Apartmeant # City bu,@c 1 y County 3 _ State aa 5554 | Zip Code ~ SSHEE
SRS = Spus 2 EIk SSREE ssa ¥ | SKkwsL P SPugati 1 OO IS swsamu 05 aboUl | samy asobn

[ want to get information about this application by email Yes [J No U gb’lﬁ { want io get messages about my case by email. Yes &1 No UJ MELO

Home Phone SEUWS | M«&Q Work/AIiernate/Message Phone . . 350 5 S- B

SOM B S g | SRS | SRS O gy Emal Address 958 Plly SN

@» What programs are you applying for? CalFresh D Cash Aid [J Health Coverage U I Do you have a disability -and need help applying? Yes I No [ é\i\/UJ
Are you homeless? Yes = No7Tl If yes, please let the County know right away if you are homeless, so they can help you figure out an address to use to accept your application and
@ get notices from the county about your case.  S&UJS 2L |

What language do you prefer to read (if not English)? 93217 SK0S | {D {; What language do -y_eu-'prefer to speak (if not English)? s5AFIT SKWS 0. 7

The County will provide an interpreter at no cost to you. If you are deaf or hard of hearing please check here 11 {JEL
[s your household's gross income less than $150 and cash on hand Yes £ Ne i Have your utili'tiesb_een shut off or do you have a shut-off notice? ¥ Yes T Nol'
(? checking and savings accounts of $100 or less? & Pais (-~ # s | R '
¢ Is your household’'s combined gross income and liquid resources Iess Yes i1 ‘No Will your food run outjn 3 days or less? Yes t1 No il
LY than the combined rent/mortgage and utilities?  SPUS L - (Gd (7 Shas - {g ‘
C}? Is your household a migrant/seasonal farm worker household v;gh quutd Yes ) Noil Do you need essentlal clothing, such as diapers or clothing needed Yes i1 Na i
resources not exceeding $1007 Shws - for cold weather?. - SRS {— 18 -
- . . = Yes i No i Do you need help wsth transportation to get food, clothing, medical
‘? : . . b 7
Do you have an aviction notice or a natice to pay rent or leave? : care or other emergency item(s)? SPauS, [— L% Yes i Nof
VL’Is ahyone pregnant? Yes i Wﬁ yes dsd she geta Presumptwe Elzgubﬂ[ty card? Yes 11 Not kw5 {13,
@é\‘ Does anyone in your household have a personal emergency? Yes {i T YES”, check box: 12 Immediate Medical Need i Pregnancy ! Child Abuse SHUL |- " {
: Domestic Abuse 1 Elder Abuse | Other emergency which threatens heaith or safety Expta«n 3

| understand that by signing this appéscatnon under penalty of perjury {making faise statements), that:
Bk« | have read, or have had read to me, the irformation in this apphcation and my answers {o the questions in this application.

« My answers fo the questions are true and compiete to the best of my knowledge.

s Any answers | may give for my apphcatzon process will be true and complete to the best of my knowledge.

+ | have read or have had read 10'me and | understand and agree to the Rtghts and Responsibilities (Program Rules Page 1, end of application).
» | have read, or have had read to me, the Penalty Warnings® {Prog{am Rules Page at the end cf application).

+ | understand that giving false or m1sieadmg statements or masrepresentmg hiding or withholding facts to establish eligibility is fraud and that | may be subject to penalties under
federal taw if | provide false of untrie information. Fraud can cause a criminal case being filed against you and/or being barred for a period of time (or le) from getling CalFresh
benefits and cash aid. :

» | understand that Social Security Numbers or Emmlgratlon Status for household members applying for benefits may be shared with the appropriate govermnment agencies as
required by federal law.

» | am giving the Medi-Cai agency the right to pursue and get any money from other heaith insurance, legal seftiements or other third parties.

Signature of Applicant Date Signature of other parent or aided adult Date

(or Adult household member/ Authorized Representative*/Guardian)
*If yau have an Authorized Representative please complete guestion 2 below.
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- % -
2. Household's Authorized Representative 5?{(}) S 8\ 3 g C?

You may authorize someone 18 years or clder to heip your household with your CaiFresh benefits. This person can also speak for you at the interview, help you complete forms, shop for
you, and report changes for you. You will have to repay any benefits you may get by mistake because of information this person gives the County and any benefits you didn't want them to
spend will not be replaced.

Do you want to name someone to help you with your CalFresh case? Yes[] Nol
If YES, complete the foilowing section:

Authorized Representative’s Phone Number;

Autharized Representative’s Name:

Do you warnt to name someone to receive and spend CalFresh Benefits for your household? Yes[J Nol ]

[

If YES, complete the following section:

Phone Number:

Name:

Address (City, State, Zip Code):

2a. Health Insurance Authorized Representative O oP - Step S o Appendid C HC g
You can give a trusted person permission {o talk about your application for health insurance, see your mformatton aﬂd act for you on things about this part of your application. Do you want

to choose an authorized representative for the health insurance part of your application? Yes L No 2 i yg_s_,__f il out the information in Appendix C.

3. Race/Ethnicity SPWS [-¥I0 - il Prograrns

Race and ethnicity information is optional. it is requested to assure that benefits are glven without regard to race, coior or national origin. Your answers will not affect your eligibility or
benefit amount. Check all that apply to you. The law says the County must record your ethnic group and race. :

1 Check this box if you do not want to give the County information about your race and ethmcsiy If you do not the County will enter this information for civil rights statistics only.

ETHNICITY | Are you of Hispanic, Latino or Spanish If you are of H;s anic, Latino origin, do you consader yourself Mexican I— Puerto Rican £ Cuban [ Other 2
origin? i Yes (1 No :’;.P(LJJSHDQ SSR SaP; Hi

Are you or any member of your famity American Indian or Alaskan Native?: Yes 1 No i1 lfyes, and applying for health care, please go to Appendix B for additional questions.

RACE/ETHNIC ORIGIN 550 (7, ":}Pﬂ)df;. i - L@b E
2 White ) American Indian or Alaskan Native  1; Black or African Amencan 'i;a; Other or Mixed : : Asian (If checked, please select ane or more of the following):
7 Félipino 1 Chinese [ Japanese Camboc{lan " Korean Vieinamese r: Asian Indian* 7 Laotian = Other Asian (specify)

1 Native Hawaiian or Other Pacific Islander (lf checked piease setect one or more of the foliowing): i Native Hawaiian 7 Guamanian or Chamorro

' Samoan

4. Interview Preference MEW CV’

You will need to have an interview with the County as to discuss your appiicatxon and to receive cash aid or CaiFresh benefits, Interviews for CalFresh are usually done by phone,
unfess you would prefer an in-person interview. Cash aid applicants must have an in person interview. If you are applying for CalWORKs and CalFresh, your CalFresh interview will
be done at the same time as your CalWORKs interview during normal office hours,

[ Please check this box if you would prefer an in-person interview for Caifresh. [3 Please check this box if you need other arrangements due to a disability.
Pl g cun
. Other Progran? SKVS |-

Has anyone in your household ever received public assistance (Temporary Assistance for Needy Families, Medicaid, Supplemental Nutrition Assistance [food stamps], General Asgistance,
etc.)? Yes No L Ll

1f yes, who? Where (county/state)?

If yes, who? Where (county/state)?
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6. Household's Information: ADULTS  ~ Pl 9‘/001((}?&5’ QBB(\MS o~ &3 ; S Shed) R pﬁ{fxﬂ\ ! i“ﬁ%ﬂri{? P@r(bm 2~ i’g: Qd/”

Social Security number and Citizenship are

. . . " ; optional for members not applying for benefits.
ggcr’?gfrt‘i Ithe;j fe(ilt?:‘;vr':r;g a'gfgﬁzaé':n for all aduits in the home. For noncitizens you are applying for, please complete Only answer the questions below for each
q ' person applying for benefits.
U.8.
g CITIZEN or
APPLYING 3 o NATIONAL
FOR Marital Status g | g | (checkYesor SOCIAL SECURITY
BENEFITS - w |z Noj NUMBER
{check each type) Howare | we ' = & | if no, compiete
NAME they OF Gender Q| = question e
(Last, First, Middle initialy Related to BIRTH (Mor F) = 3 below
N you? " ENS
BT z e Fl8|E) § g =
T8 3ol & 2135818 15|38
5 = 8 =Y 1a &
R TIEEIRIR G
a @
1 : o
EAR SELF I N I I © L ir {7 Yes “iNo
i o £ 1 | Yes iNo
i “Yes INo
“Yes " No
L o O N I T \ l_l' iYes No
L —
6a. Does everyone listed in question 6 have the same contact infor_mﬁtion’? Yes i No [Jif no, please fill in the person’s contact information below. If yes, please skip to the
next question. S5 - ﬁﬂ' 2PE - AS ) - #
Name (First, Middle and Last Home (Streel) Address Apartment | City State Zip Code
#
Home Phone Number : Mailing Address if Different form above)  Apartment | City State Zip Code
#
I
Work/Alternate/Message Phone LEmail Address (Optionai)
Name (First, Middle and Last Home (Street) Address Apartment | City State Zip Code
#
Home Phone Number Mailing Address if Different form above) | Aparntment | City State Zip Code N
#
Work/Alternate/Message Phone Email Address (Cptional}
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additional questions 6e and 6f.

6b. Household's Information: CHILDREN Al @madm,ma“ SKNS 2D SO - Shep2, Pevspmd 2.

Complete the following information for all children in the home. For noncitizens you are applying for, pi"ease complete

Social Security Number and

Citizensh
not apply

answer the questions below for each

ip are optional for members

ing for benefits. Oniy

person applying for benefits.

u.s.
APPLYING Checkallthat | = | 2 (ggﬁiﬁz
FOR appliestooneor | 3 | ¢ Noy SOCIAL
BENEFITS both of the chiid's g’j _g, if no SECURITY
(check each type) How are DATE parents g o complete - NUMBER
NAME they OF Sex & = :
. . . T question be
{L.ast, First, Middle initial) Related (M/F) = =2
o vou? | BIRTH = = below
< your PLACE - | - = -
Ol BE OF g 3 |9|% 2
- ] 3 = - =
443
SELF . S R N Yes iNo
[ TiYes iiNo
{ 0 I i " Yes T:No
I i T Yes IiNo
i | SRR SRS IR iYes o No

6c¢. Social Security Information. %”

Qﬁf ‘fi‘»"?)‘Cﬁ -3 Cﬂ%vmuw@m@v{ ,

Does everyone applying for aid have a Somal Secanty Number? Yes 7 Ne £ # no, piease fill in the information below.
(We ne:ed the Sccial Security Number for everyone who is applying for aid_ There are some exceptions for people who are victims of domestic violence or other crimes such as; human
trafficking. 1f you need heip getting a Sociai Security Number calt 1-800-772-1213 or go online to www.sociaisecurity.gov .)

Name

Reason for not having a Social Security Number

Applied for SSN

7 The person is a child who is less than one year old
0 It is against this person's religion
{7} This person has an Individual Taxpayer Identification Number (ITIN) ITIN#

77 This person is undocumented
3 Other

Has this person
applied for a Social
Security Number?

Yes £ No IO

£ The person is a child who is less than one year old
£l 1t is against this person’s religion

U3 This person has an Individuai Taxpayer
ITIN#

1 This person is undocumented

7 Other

Identification Number {ITIN)

Has this person
applied for a Social
Security Number?

Yes & No ©
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6d. Has anyone been in the U.S. Military service or are they the spouse, parent or child of a person who was? Yes .. No L. If yes, please complete the information befow. If
no, please continue to the next question. (5,C B W - $pq s - 477 n
= 7

< Name U.8. Citizen? () Status Honorable discharge? Branch of Service Dates of Service
_ L Active Duty
ves £ No & Civeteran ves £ o [
7 Spouse, parent or child
of person in active duty or a
veteran
O Active Duty :
Yes I No [ [Miveteran Yes L2 o [
O Spouse, parent or child
of person in active duty or a
veteran N
6e. Noncitizen Information ft!! §W5 - &S DA &)Aég e Voo |- 'ﬁ; ﬁ}f Pevsir; 3 -# (2
Name Date of Does this person hate an eligible immigration status? Ifyes, | Has this person lived in Is this person a Sponsored?
Entry into please provide their immigration document and number the U.S. continuously | Naturalized Citizen? (check Yes or
u.s. o since 19967 No)
(if known) ' _ _ if yes, complete
i question 6e
. below. N
I Yes (:No I yes, Document . Yes 1" No i Yes T Ne “*Yes "' No
Type: '
Document
Number:
I"Yes | No T yes, Document it Yes | No ‘1 Yes i No 1Yes i No
Type:
Document
Number:
I'iYes 11 No 'if yes, Document iiYes i Nao 7 Yes 7iNo “Yes i No
Type: L
1 Document
Number:
Does anyone listed above have at least 10 years (40 quarters) of work history or has served in the US military? Yes [ Nop If yes, who?
Does anyone listed above have, has applied for, ar plans to apply for a T-Visa or U-Visa, VAWA petition? Yes &3 No[J  If yes, who?
Has anyone changed immigration status in the last 12 months? Yes [ No Ll if yes, please complete the information below. If no, please continue to the next
| guestion. '
Name What changed? : } Date of change: 1 Atien number (if applicabie)
| Name What changed? ‘ Date of change: ‘ Alien number (if applicable)
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6f. Sponsored Noncitizen Information L o bt inpand
Did the sponsor sign an 1-8647 Yesi] Nofl If yes, please answer the rest of the guestion. If the sponsor signed an 1-134 then skip this question.

Doss the sponsor help with money? Yes [0 No [ {fyes, how much? § .
Does your sponsor help you regularly with any of the following (check all that apply)? [drenmt  Dciothes Clfood  [other

Sponsor's Name: # Who Sponsored? Sponsor's Phone Number:

Sponsor's Name: Who Sponsored? 1 Sponsor's Phone Number:
|

6g. Does anyone listed in question 6 who is under the age of 21 have a parent who does not live ;g/kl}(e home? Yes [ No I |f yes please list the name of the child(ren) and the

SRS 2 Do o L

name(s; of the parenis who do not live in the home. If no, please continue to the next question,
Name of Child: Name of Parent not living in the home: '
| Name of Child: Nam'e- of Parent not living in the home:

(A HE, S58 Sk 2, Pergyn | B3 Pevsim 2 3

6h. Does anyone in guestion 6/l|ve with at least one Chlld under the age of 19 and are they the nialn person takmg care of the chitd? Yes 01 No [1 1 no, skip to the next

question. i yes, who?
C~ S?&f” Skep Lo ParSe - -&'q Pevsen 2.~ ¥ |() :
6i. Does anyoneTisted in quest:on 6 have a physical, fnental, emotional or- developmental disability that causes limitations in activities (such as bathing, dressing, daily

chores? Yes L1 No L1 if yes, please list the name(s) of the person with the disability. If no, please continue to the next question.

Name: Name:

6j. Complete for each disabled person I|sé§ln%eé&:n 6 _bﬁr iD 5 - # 4‘{"“‘{5
Name of person L . Does this person need help with activities of dally living through personal assistance or a medical
facility? Yes ~ No
if yes, explain:
Does this person work and have medical expenses that are needed 1c help them keep working?

Disability is expected to last: 30 days or more 12 months or more
C For example & wheelchair, leg braces etc. Yes [0 No [ 1f yes please explain.
Does this person need care so that someone eise can work or attend school? s this person in a medical facility or nursing home? Yes LI No I If yes, what is the name of
Yes [ No the medical facility or nursing home? B

Does this person need help with activities of daily living through personal assistance or a medical
facility? Yes &1 No (1
If yes, explain:
Does this person work and have medical expenses that are needed to help them keep working?
P For example a wheelchair, leg braces etc. Yes [ No L] If yes piease explain.

Does this person need care so that someone else can work or attend school? Is this person in a medical facility or nursing home? Yes  No  If yes, what is the name of
Yes LINeo £J the medical facility or nursing home?

e CF W Sprws Q-BUS

6k. Is thére 4 child or disabled person in the household who needs care from another household member? Yes O No [} i yes, please exptain. if no, skip to the next
uestion.

Name of person

Disability is expected to last; 30 days or more L1 12 months or more [
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o~ - .
6l. Is everyone between ages six and 18 listed in question 6 attending school regularly? Yes L1 No Ll If yes, please list the child’s name and the name and address of the
school they attend. If no, please explain why the child is not attending school regulariy.

Name of Child

Name and address of school

Reason for not attending school?

Name of Child

Name and address of school

Reason for not atiending school?

6m, Students C/{}ff(‘ﬂﬁ KC spws a- fﬁf7

Is anyocne appliying for beneﬁts attending a coilege or vocational school? Yesd No[J If yes, piease answer this questlon If no, skip to the next question.

Name of Person Name of School/fraining Enrolied Status (check one! Working?
Half-time or more [ Less than hatf-timel Average work hours per
Number of units: week:
Half-time or more 1 Less than haif-timeD Average work hours per
Number of units: week:

CPe - B 2 B,

6n. Is anyone listed in question 6 pregnant or a teen parert?

S55p Srep 2. Pe
Ye

;f%m f -7 Qefww;}ffﬁg
S No [ 1 yes please answer the question, lf no, skip to the next question..

Name Is this person under the age of 207 School status if under the age of 20 | Due date (if Known) How marny babies are
Yes LI No D O Has a high schoot diploma expected?
Is this person a teen parent? - [l Has a GED
Yes L No U | s attending school reguiarly
Llis not attending school regutarly
{explain why);
Narne Is this person under the age of 20? Schoof status if under the age of 20 | Due date (if Known) How many babies are

Yes [ No T
Is this person a teen parent?
Yes L1 No T

L1 Has a high school diploma expected?

LlHasa GED

Olts attending school regulazr y

Cis not attending school regularly
{explain why):

Cly - SEUSD Al 5"”£%bb

60. Has anyone ever gotten a cash bonus or penalty, or help with child care, transportation or other service from the Cal-Learn Program? Yes [ No [ if yes, please answer

the guestion. If no, skip to the next question.

Name

Where {County)

Date(s) Received

6p. Was anyone listed in question 6 ever in foster care? Yes L1 No [ If yes, please explain.

Name:

When: State

Is this person 26 years of age or younger and
were they in foster care on their 18" birthday?
Yes[D No T

Name:

When: State

Is this person 26 years of age or younger and
were they in foster care on their 18th birthday?
Yes T No [
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ep (E, sAwS A,

6q. fs there a foster child living in your home? Yes [J No [ If yes who?

Please answer the foliowing questions at the child{ren):

i Was this child{ren) placed in your home under a dependency order of the court? Yes {3 No O3
Do you want the foster care child(ren) and foster care income counted in your CalFresh yes [l No £
case?

6r. Does everyone listed in question 6 live in California and expect fo keep living here? Yes i1 No [1 i no, piease explam

M o o~ PR At

6s. Does anyone listed in question 6 pian to leave California for more than 30 days? Yes [ No [ If yes, please explam

3%59@» ﬁ'gﬁ

Name When do they plan to leave?

Does this person plan io return to California? Yes L1 No O 1#yes, when

Name When do they plan to leave?

Does this persor; plan to return to California? Yes 1) No D If yes, when

7.Unearned income

Examples of unearned income are (there may be others nat listed here), check all that app iy

All Poo S5rn o= SFWS Q- BZB SOA -Grgl -Perorl '3‘«52'8 9@%&2"&3@

Does anyone get income that does not come from work (unearned)? Yes [ No ing it yes, please answer thas_questlon. if no, skip 1o the next question.

i Social Security 71 Government/railroad disability or ret'sremonf o+ Lotlery/gambling winnings
1 SS)/S8P  Veteran benefits or Mifitary pension . . Help with Rent/Food/Clothing
1 Cash aid (CalWORKs/TANF/GA/GR/CAPN .+ Financial aid (school granisfioans/schoiarships) 1 Insurance or legat settlements
Room and board (from renter) Gifts of money = Private disability or retirement
"+ Pension " Unemployment Insurance/ S*iate Gisability Insurance {SD1) + Dividend and interest income
o Child/Spousal support < Worker's compensation 7 Strike benefits
i Rental/Royalties 1 Net Farming/Fishing {7 Other
How Often Received?
Person Getting the Money? From Where? How Much? (once, weekiy, monthly, Expect to Continua?
or other) {Check Yes or Noj
3 Yes No ::
% ‘Yes No
$ NYes No:
$ “iYes  No
If this income is not expected to continue, please explain;
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20 - D= Srey 2 Vyropn 118721, Pprsm 2. #2025

: WIS D -
8. Earned Income ¥l Pmﬁ‘@‘my OFWD
Does anyone get income from a job (earned income)? Yes [ No [
NOTE: If self-employed fill out guestion 8a befow.

if yes, please answer this question. if no, skip o the next question.

Please list 2!l income before taxes or other deductions are taken out (gross income).
Examples of earned income are (these examples can be full-time, part-time, temporary, seasonal, or training, and thers may be others not listed here):

¢« Wages + Commissions e Tips
= Salaries * Work study {studenis)
[ Person Working Employer's Name and Address Employer's Phone # Hourly Ayerage How QOften Total Gross Expect to
Rate hours per Paid? Farned Income Continue?
week {once weekly, Received This (Check Yes or
monthiy, other) Month? No)
' $ ¥ “Yes i No
$ § :Yes 1 No
- $ _ $ ©iYes i No
$ $ i Yes 1 No
If the income is not expected to continue, please explain;
(JHas anyone lost a job, changed jobs, quit a job, or reduced work hours within the last 60 days? Oyes 3 No Inthe last year? Yes i No
W SHWS 8-820 598 Sreplfavem V€2, Persm 2 B2K
If yes, who? Date of job loss, quit, or change:  *| Date of last pay: Heason?
Is anyone on strike?  Yes [L] No [
It yes, who? Date went on strike: Date of last pay: Heason?
]
8a. Self-Employment i pmtﬁfgwﬁ” SRS~ & 2@ 35% otep2- Peiam | ’&27 Vevsyn 2— & Zq
Seif-employed housshold members may take actuai self- employme«m expenses (or for CalFresh or cash aid, take a standard 40% deduction off of self-
employment income). For cash aid you may alsc choose to use a monthly average (yearly business costs divided by 12 months). If you choose actual
expenses, you must list your business expenses on a separate sheet of paper.
Person Self-Employed Business Name Type of Business Date Gross Seif-Employment Expenses (please Net Monthly
Business Monthty check cne) Income
Started inrcome
$ © 40% Flat Rate (CalFresh/cash aid) | $
o Actual Expenses $
it Monthly Average $
$ ' 40% Flat Rate (CalFresh/cash aid) | §
= Actual Expenses §
{1 Monthly Average $
L i 40% Flat Rate (CaiFresh/cash aid) | $
. Actual Expenses$_
{1 Monthly Average $
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9. Other income f,& ¢ U‘;: ,ﬁi bM‘wa&?ﬁ

Does anyone get housing or rent, utilities, food or clothing free or in exchange for work? Yes [1 No I If yes, piease answer this question. If no, skip to the next guestion. _

itern Received Free For Work Who gets the item? Value Who gives the item?
Housing or Rent m o 3
Utilities [ - 3
Food N [ %
Clothing C [ $

10. Yearly Income {1~ S4-Cpd- evspn) | ﬁ% Pevson ;2 “’*Q’%z _
Does anyone’s total income (unearned earned, and self empfoyment) change from month o month? Yes [ No O3 If yes, please answer this question. |f no, skip to the next

guestion. -
Name of person What will be their total income this year? : What wilt be their tofal income next year (if you think it wiil be
S different)?

F,oepynn 0 - BT

Ch, C o
11.Household’s’ Child/Aduit Care Expenses (The actual amount of cost incurred tf allowing the gxpense to potentlaﬁy be a deduction).
Does anyone you buy and prepare food with pay for care of a child, disabled adult, or other dependent s0 he/she can go to work, school, or look for a job? Yes[] No [J i yes, please
answer this question. i no, skip 1o the next question.

Who gets care? Who gives care {(name and address of provider)? Amount paid? | How Often Paid
DA o fweekly/monthly, other)
3
$
5
- $
Does anyone help your househcld pay all or part of your child/adult care costs listed above? Yes [ No [] if yes, complete below.
Who gets care? .-, -1 Who helps pay? - Amount paid How Often Paid
{weekly/monthly, other}
$
$

12. Child Support Payments bﬁfc'?: 59@\)6 Q_ B m
EIs anyone listed in question 6 legally obhgatﬁzd to pay child Su port, including back child support? Yes [INo [f yes, please answer this question. If no, skip to the next question.

Who pays child support? Name of child(ren) paying child support for: Amount Paid? How often? (weekly,
monthly, other)
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13. Spousal Support/Al:monym Che, 0 SEWS o &ZZQ

Is anyone listed in question 6 legally obllgated to pay spousal support/alimeny? Yes [ No L] if yes, please answer the guestions below.  no, skip o the next question.

Who pays spousal support/alimony?

Amount Paid?

How often? {weekly, bi-weekly, monthly, other)

L.

14.Special Needs Expenses (j{}y e "Dﬁ' U\% A # L‘(b

Does anyone have a special medical cond/mon or situation that requires any of the following?

Special diet prescribed by a doctor? Yes [J No [ Very high use of utilities? Yes L No [d
Special transportation need? Yes L] No O Special laundry service? Yes O No O
Spegcial phone or other equipment? Yes [l No [ Other ;':‘._ﬁecial need? (specify) Yes ] No [
Housework (no one in the home can do it)? Yes L No [ ..

Please list the name of the person with the special need and explain:

15. Household Expenses (. PxLULS el " {%3[@@/ 37

Does anyone you purchase and prepare food with get billed for any househoid expenses? Yes E[ No L[ #yes, please answer this guestion. if no, skip to the next question.

NOTE: Do not enter amounts paid by housing assistance such as HUD or Section 8. The heatmg and coohng telephone, other utilities, and the homeless shelter are set allowances. ltis

not necessary to fill in the actual amount owed.

Type of Expenses Have - " Who pays? Amount How often billed?
Expense? Owed {weekly/monthly)

Rent or house payment Yes i1 No: $

Property taxes and insurance {(if billed separate from rent or mortgage)? Yes i No $

Gas, efectric, or other fuel used for heating or cooling, such as firewood or propane ( Yes . No:

separate from rent or mortgage)? T

Telephone/cell phone FYes 1 No

Homeless Shelter Expense Yes i/ No::

Water, sewage, garbage Yes:. No -

Does anyone not in your household help you pay for the expenses listed above? Amount Paid | How often paid?

Yes 0 No [0 Ifyes, please complete. $

L

Does your household receive, or expect to receive, payment from the Low Income Home Energy Assistance Program (LIHEAP)? Yes[d No [l
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16. Medical Expenses cbk_ pro = Es AL

Are you or anyone you buy and prepare food with an elderly (80 or cider) or disabled person that has any out-of-pocket medical expenses? Yes[d No[ If yes, please answer this

gquestion. If no, skip to the next question.

NOTE: Do not list spouses or children receiving dependent payments for an SS! or disability and blindness recipient. List expenses you expect to have in the near future.
Allowable medical expenses are:

"+ Medical or dental care i Medicare Premiums (Medi-Cal share of costs, efc.) : Caost of transportation {mileage or fee) and
: Hospitalization/outpatient treatment/ nursing + Dentures, hearing aids and prosthetics indging to obtain medical treatment or services.
care © Maintaining an attendant necessary due fo age, ilingss, or  Prescribed eye glasses and contact lenses
+ Prescribed medications infirmity. Prescribed medical supplies and equipment
t Health and Hospitalization insurance policy o The number and cost of meals furnished to an attendant i+ Service animals expenses (food, vet bills, efc.)
premiums 7 Prescribed gver the counter madications
" Name of Eiderily/Disabied Person | Amount of How often paid? | What type of expense (preseriptions, Wilt the household be reimhursed for any medical
Expense {monthiy, weekly, : dentures, premiums, etc.)? - expenses (by Medi-Cal, insurance, family member,
other) o ete.)?
$ B If yes, by who:
how much: $
$ U G If yes, by who:
: S how much: $

17. Other Tax Deductible Expenses FC &5k %*?(,@'2, @»64’5@":’\ [~ 1&329? @69’ G 2 @3’

If anyone pays for anyihmg that can be deducted on a federal income tax return, telling us about it here couid make the cost of heaith insurance a fittle lower. But do not include anything

that you already inciuded in self-employment expenses. [f you have other deductible expenses, please answer this question. If no, skip to the next question.

Type of Expenses Have Expense? Who pays? How often paid?
' (weekly/monthly)

Alimany Yes i No il

Student loan interest o yes  No o

Other deductions (Please identify)? o Yes : No &

18. Does anyone in question 6 get food from any of the following? Yes L] No {0 If yes, please answer this question. If no, skip to the next question.

¢  Communal dining facility for the elderly/disabled + Food disiribution program operated by a Native +  Other food program
L -SR0S - H Y “American reservation
if yes, who? what program?
. fyes, who? what program?
CE SAWS LB | 55b - STeps e poutlri Ao qUEsShe

19. Does anyone in question 6 live at any of the followmg‘-’ Yes O No if yes, please answer this guestion. I no, skip to the next question.
¢ Homeless Shelter « Correcticnal faciity/Penal institution (Jail or Prison) » Psychiatric hospital/mental institution
» Shelter for battered women « Group living arrangerment for the blind/disabled ¢ Hospital
* Reservation for Native Americans « Federally subsidized housing « Long-Term Care or Board and Care Facility
¢ Drug/Alcohol rehabilitation center
Person’s Name Name of Institution {Center, Shelter, facility, etc.) Expected Date of

Release
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20. Is anyone getting In-Home Supportive Services (IHSS)? Yes [J No [ I yes, fill in the information beiow.

Who gets services? How much do you pay each month for the services? $

CE - DERWS B - gl

21.Does everyone listed in question 6 buy and prepare food with you? Yes [ No [J # no, list the people who don't buy and prepare food with you

Name Name

Name Name

(F = Sy o <815 , U
21a. Is"anyone living with you age 60 or older and unable to buy food and fix meals separately beecause of a disability? Yes [0 No O
if "YES®, who: _
556 Hireg H [ SKUS O B4

22. Answer these questions for anyone who needs health coverage. is anyone enrolled in health coverage now from the foEIowmg" Yes [1 No
If yes, check the type of coverage and write the person(s)’ name(s) next to the coverage they have.

U Medicaid/Medi-Cal Li Employer insurance

HcHip Name of health insurance :

0 Medicare SPws &”—g";‘m Poncy number; |

LI TRICARE (Don't check if you have direct care or Line of Duty) s ‘this COBRA coverage? [lyes TINo

Is this a retiree health plan? T Yes [J No
Is this a state employee benefit plan? Lves ONo

Lhva health care programs e O other
el Name of heaEth insurance
O peace Corps _ a ?’ohcy Number

his pfan a limited- it ptan (like a school aceident policy)? M Yes HNo
He S5 - %@N'&Q& Ist plan ali benefit plan ( pelicy)
22a. Is anyone listed on this appllcatlon offered heaith car c0verage from ajob? Yes [ No I "Yes", you'll need to complete and include Appendix A.
i SBuS 0 - "Z;L
22bh. Is anyone’s health ifsurange expecteg' (t)o end or as |t ended mt e iast 30 days? Yes [J No [T If yes, please answer the question. 1f no, skip to the next guestion. .
Insurance Company Pergon Insured’ Expiration Dale Premium Amount | How Often Paid? Reason it Ended? ’

$

: J

SSh- Skepa Porsrn | B, Pevom Z, 8 %
22c. Does anyone want help for medical bills from the last three months? Yes [1 No O
If *YES", who:
WC- 59 - S ep 2, Plrsen | B, Porom 27

23. Does anyone listed in quesﬂon 6 plan to file a federal mcome tax return next year? Yes L1 No [J If yes, complete the questions below for each tax filer. You can use an
additional sheet of paper if needed. If no, skip to 23e.

23a. Please complete this section for each person who plans to file a federal income tax return next year if you answered yes to question 23. You can still apply for health insurance evern
if you don't file a federal income tax return.

23b.Name of person planning to file a federal income tax return;
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23c.Will this person file jointly with a spouse? Yes (3 No [l If yes, name of spouse:

23d.Will this person claim any dependents on their tax return:  Yes [1 No [0 If yes, name of dependents:

23e. Will this person be claimed as a dependent on someone else's tax return? Yes L1 No L If yes, please list the name of the tax filer who wil claim this
person:

231, How is this person related to the tax fuar who will claim therm:

954 ~seed H - Rerwoad 6F Covun
23g. To make it easier to determine my eligibility for paying health coverage in fuiure years, | agree to a!ic:w you o use income data including information from tax returns. You wiil send me
a notice, fet me make any changes, and | can opt out at any time.
Yes, renew my eligibility atomatically for the next (check onel: i Syears 14 years |1 3vyears 1iZ2years 11 year
i No, doré/t‘;use information froem tax returns to renew my coverage. :

RC- o MAGE7 - Ly

24, %&sehoid’s Resourcesm 5 SFUIS ol 6f
Does anyone have any resources (cash, money in the bank, Certificate of Deposit, stocks and bonds, etc 1? Yes !IZJ No [

guestion.
Check each resource listed helow that you or anyone in your household has:

If yes, please answer this question. If no, skip to the next

I Oif, Mining or Minerat Rights

if joint account with another person please say so beiow.
For each box checked above, complete the following information.

Bank/Credit Union Account (Checking) * Money Market Account 1 Stocks
1 Bank/Credit Union Account (Saving) . 11 Mutual Funds/Trust Funds ‘1 Bonds
'+ Safe Deposit Box 7 Certificate of Deposit (CD)/IHA I'*Uncashed Checks
: Savings Bond =+ Cash on Hand |': Life or Burial Insurance
I’ Notes, Mortgages, Deeds of Trust “1{Other:

In Whose Name is the | Type of Resource How Much is it Worth? Where is the Resource (include the name of the bank or company where money is heid)?
Resource Listed? : A
$
T5
3
%

Have you or anyone in your household sold, traded, given away, or tfransferred a resource in the last thirty (30) months? Yes O No O When?
What was the resource’? What was it worth? $ How much did you getfor it $
-ORUOS - i 3Y

If you traded or gave the resource away, please explain:
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- ape? SRS 2- 33
25, Personal Property - W Nown 7I0AGT | S

Does anyone own any personal or business related property? Yes 0O No O If yes, please answer the question. [f no, skip to the next question.
Some examples are:

- Tools © Sporting Equipment, Guns

¢ Business Inventory “ Non-Mgotor Boats and/or trailers
¢ Livestock .+ Camper Shells

i+ Business Equipment . Personal Tools

i Jewelry, Artwork, An’uques Collections, Musical Instruments (Piano, Organ etc.)
Please include the item even if it is jointly owned with someone else. Do not include wedding or engagement nngs family heirfoorns etc. List any other jewelry worth $100 or
more and household goods of personal items worth more than $500 per item.

ltermn Is it listed for Sale? | Purchase Price or | Amount ltem Is it listed for Purchase Price or | Amount Owed

Current Value? Owed? ' Sale? Current Valug?
$ 3 L $ $

Yes L1 No OO g Yes L1 No O :
$ % o % 3

ves O No O Co ves O No [
$ $ ' % $

Yes O nNo O : 1 ves O No [
3 $ R $ $

Yes [ No [J Yes L1 No &

26. Vehicles (& (- Non~iwce 17 O&WS L H 35

Does anyone own, have the use of or have their name on any registration of any motor vehicle, such as. a car, motorcycle snowmobile, recreational vehicle (RV) or metorboat, etc., even if
it isn't running? Yes [ No [

o R Vehicle (1) ' ' Vehicle (2) Vehicie (3)
Owner of vehicle .
Name of person who uses the vehicle
Year/Make/Model
lLicense plate number
Estimated value '
o $ $ $
How much do you still owe on the vehicle?
. $ $ 3
Is the registration currently paid?
. O VYes O No O Yes O No O Yes [ No
Are you or someone else currently leasing the vehicle?
e . 03 Yes O No - [ Yes [0 No OO Yes [ No
How do you use the vehicle?
As a home?
[ Yes O No [ Yes [l No O Yes [ No
To go to work, training or job search?
O Yes OO No 0 Yes [ No 1 Yes O No
For seif-employment, self-support or business use?
O Yes I No O Yes O No O Yes O No
To drive a disabled household member?

O Yes LI No 0O Yes O No O Yes £INo
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’ To get fuel or water for your household?

O Yes [1No 0

Yes [ No

[ Yes L1 No

i For recreational use only?

[1Yes [ No [}

Yes £l No

O Yes ] No

Che = (o~ K- iped

:

ToApuds o B0

27. Does anyOne in question 6 own or are they buying a home, fand or property anywhere including in another state or country? Yes [J No I i yes, please expiain.

Who owns or is buying the

Address of the home/property

Is someone renting

How much reni does the

Not fiving in now but owner

home/property? the home from the - ‘ owner get? expects to move back into the
owner? : 5 home someday?
Yes O NoJ $ CINotrented | Yes [1 No £
Yes 3 No [ % O Notrented | Yes [ No [T
L | T O

28. Diversion Program  { b ~ SpCUJS =i~ B

Has anyone received a Diversion cash payment or non-cash services from any county or other state" Yes [} No [ i ves, please answer the question. If no, skip to the next question.

Name County/State Received Amount Received List of Services Received Estimated Value of Date Last Received
: L Services
$ : 3 J
29. Duplicate Benefits ‘- £ — &FUSS QL B100b
Have you, or any member of your househeold been convicted of fraudulently receiving dupilcate SNAP (federal rrame for food assistance program) benefits in Yes No
any State after September 22, 19967 If yes, who?
30. Trafficking Benefits (.F- = ONUOS R %:é
[ Have you, or any member of your household, ever been conv:cted of trafncklng SNAP beneﬁts of $500 or more after September 22, 19967 Yes No
If yes, who?
31. Trading Benefits for Drugs CF PS5 24 [p i
Have you or any member of your household been found guilty of trading SNAP benefits for drugs after Septermber 22, 19867 Yes No
If yes, who?
32. Trading Benefits for Firearms or Explosives C/i:: SWS /Q’“”B' Qb
Have you or any member of your heusshold been found guilty of trading SNAP benefits for guns, ammunitions or explosives after September 22, 19967 Yes No
if yes, who?
33. Fraud [P~ SAWS - #p
Have you or anyone in your household had their cash aid stopped for being found guilty of Welfare Fraud? Yes No
if yes, who? When? Where?
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34. Non Cooperation/Sanctions  { fx— SPASAL "'53{0;.3{

Have you or anyone in your household had their cash aid stopped for failure to cooperate with efigibifity requirements, work/training sanctions or any other Yes No
reason?
if yes, who? When? Where?
Why?

35.FleeingFelon (& -~  SF05 )= Hal7)

Are you or any member of your household hiding or running from the law to avoid prosecution, being taken into custody, or going to fait for a felony crime or Yes No
aitempted felony crime? If yes, who?

36. Probation/Parole Violation CE SME & Mg

Have you or any member of your household been found by a court of law to be in viclation of prc;batron or paroig? Yes No
If yes, wha? :
LY
- 4t
37. Drug Felony (/t/ Shoyls = & f
Have you or any member of your household, been convicted of felony possession, use, or distribution of a coniro!led substance (Ulegal drugs or certain drugs Yes Ne

for which a doctor’s prescription is required) after August 22, 19967
if yes, and the felony conviction was for possession, have you or that household member done (or wifl do) any of the foliowing (CalFresh only):

a) Compieied a government recognized drug treatment program? Yes O No [

b) Participated in a government recognized treatment program? Yes Lino O

c) Enrolied in a government recognized drug treatment program? Yes L1No [

d) Been pilaced on a waiting list for a government ;ecqgﬁ'iied drug ﬁéatment program? Yes (I No [J

e) Stopped the use of controlled substances and_'héve gvidence that you have siopped? Yes O ne OO

i yes, please explain:

38.Other Special Needs P~ SKUS 2 &UO

Does the household want to apply for a special need payment for housing or essential household items lost or damaged due to sudden and unusual circumstances, such as a fire,
garthquake or flood? Yes [ No DO if yves, please explain.
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39.Other Services (& H( SEs 2. HEL

The following services are available. Your answers to the guestions will not affect your eligibility.

<
)
o

.
o

A.  Regular check-ups to help protect your family's heaith avaifable upon request through the Child Health and Dzsaballty Preventron Program (CHDP} for eligible
member of your family under age 21.

Do you want more information about CHDP services?

Do you want CHDP medical services?

Do you want CHDP dental services?

Do you need help making appointments or with transportation to CHDP services?

* 0 8 »

B. Do you want more information about immunization services?

C.  If you are pregnant, you can get help finding a doctor, getiing healthy foods and other help. Do you want to talk to somecne about this help?

D. Are you breastfeeding a child?
If yes, have you given birth within the last 12 months?
if you checked yes to 31 C or D, you may be eligible for services provided by the Special Supplemental Food Program for Women, Infants and Children

(WIC).

oo o 0O ooodad

ooy oy 0O aooo

E. Do you or any family member want free or low-cost family planning services to help plan how to prevent unwanted pregnancies andfor have the next child?

(W

0O

if yes, call your health care plan or regular doctor, Or, for facts and the location of confidential family planning clinics, call tofl-free 1-800-942-1054

Additiﬁhal Writing Space
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Additional Writing Space

IF YES TO ANY OF THE QUESTIONS BELOW — EXPEDITE

. Yes No
Is the household's gross income less than $150 and cash on hand, checking and savings accounts of $100 or less?
’ Yes No
Is the household’'s combined gross income and liquid resources [ess than the combined rent/mortgage and appropriate utility aliowance?
Yes No
Is the household a destitute migrant/seasenal farm worker household with liquid resources not exceeding $1007?
o) Yes No
Does the CalWWORKs Assistance Unit have a pay or quit or other eviction notice? J
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Rights and Responsibilities

You have a responsibility to:

¢ Give the County all information needed to determine your eligibility.

» Give the County proof of the information you have when it is needed.

» Report changes as required. The County will provide you with information about what, when, and how to report. For CalFresh and cash aid if
you don’t meet your household’s reporting requirements your case will be closed or your. benefits may be lowered or stopped.

« Look for, get, and keep a job or participate in other activities if the County tells you that it is required in your case.

» Cooperate with county, state, or federa! personnel if your case is selected for rewew or investigation to ensure that your eligibility and benefit
level were correctly figured.

+» Cooperate fully with any review or investigation, including a quality control review. Failure to cooperate in these reviews will result in loss of
your benefits.

« Pay back any cash aid or CalFresh benefits you got that you were not eligible for.

You have the right to:

Turn in an application for CalFresh giving only your name, address, and s;gnature
Have an interpreter provided by the State at no cost if you need one. :
Have information given to the County kept confidential, unless directly related to the administration of County programs.
Withdraw my application at any time prior to the County determining eligibility. '
Ask for help to fill out your application or help getting the proof that you need.. .
Get CalFresh benefits within 3 days if you qualify for Expedited Service. :
Get cash aid within the same day or within one: day if you qualify for Immediate Need
Be interviewed in a reasonable amount of time by the county when | apply and to have my eligibility determined within 30 days for
CalFresh and Medi-Cal or 45 days for cash aid.
Get at least 10 days to give proof to the County that, zs needed to make a determination of eligibiity.
Get written notice at least 10 days before the County lowers or stops your CalFresh or cash aid benefits.
Discuss your case with the county and to review your case when you ask to do so.
Ask for a fair hearing within 90 days if you do not agree with the County about your case. If you ask for a hearing before an action on your
case takes place, your. benefits will stay the same until the hearing or the end of your certification period, whichever is earlier. You can
ask the County to let your benefits change untit after the hearing to avoid having to pay back any overpaid benefits. if the Administrative
Law Judge rules in your favor, the County will give you the benefits that were cut back to you.
* Ask about your hearing rights or for a Eegal aid referral at the toli-free phone numbers — 1-800-952-5253 or for hearing or speech impaired
who use TDD, 1 800-952 8349. You may get free legal help at your local legal aid or welfare rights office.
If you do not want to go the hearing alone, you can bring a friend or someone with you.
Get assistance from the County to register to vote.
Report changes that you are not required to report, if it may increase your CalFresh benefits or cash aid.
Give proof of your household’s expenses that may help you get more CalFresh benefits. Not giving proof to the County is the same as
saying that you do not have that expense and you will not be able to get more CalFresh benefits.
« Let the County know if you would fike someone else to use your CalFresh benefits for your household or help with your CalFresh case
{Authorized Representative).
I am also giving the Medi-Cal agency the right to pursue and get medical support from a spouse or parent. If | think that cooperating to collect
medical support will harm me or my children, | can tell the Medi-Cal agency and | may not have to cooperate.

e & & & &+ 2 * 0




Program Rules and Penalties

You are committing a crime if you give false or wrong information, or do not give all the information on purpose to try to get CalFresh,
cash aid, and Medi-Cal, that you are not eligible 1o receive, or to help someone else get benefits that they are not eligible receive. You
must pay back any benefits you get that you were not eligible to receive.

For CalFresh | understand that if |... | may... ]
Commit an intentional program vioiation by doing any « lose CalFresh benefits for 12 months for the first offense and be
of the following: required to repay all CalFresh benefits overpaid to me
» hide information or make false statements « lose CalFresh benefits for 24 months for the second offense and
« use electronic benefit tfransfer (EBT) cards that belong to be required to repay all CalFresh benefits overpaid to me
someone else or let someone else you your card + lose CalFresh benefits permanently for third offense and be
» use CalFresh benefits to buy alcohol or tobacco required to repay all CalFresh benefits overpaid to me
» trade, sell, or give away CalFresh benefits or EBT cards « be fined up to $250,000.00, imprisoned up to 20 years or both
« trade CalfFresh benefits for controlled substances, such as « lose CalFresh benefits for 24 months for the first offense
drugs « lose CalFresh benefits permanently for the second offense
¢ give false information about who | am and where | Iwe $0. l can | » lose CalFresh benefits for 10 years for each offense
get extra CalFresh benefits
+ have been convicted of trading or selling CalFresh beneflts -_'Iose_ CalFresh benefits permanently
worth more than $500, or trading CalFresh benefits for - o
firearms, ammunition, or explosives
For cash aid | understand thatif I... Dihy | may... 2
« am convicted of an intentional program violation  lose cash aid
» do not follow cash aid rules » be fined up to $10,000 and/or sent to jail/prison for 5 years.
» am found guiity by a court of law or an admemstratsve heanng e lose cash aid for 6 months, 12 months, 2 years, 4 years, 5 years
of committing certain types of fraud S or forever,

Important Information for Noncitizens :

= You can apply for and get CalFresh benefits or cash aid for people who are eligible, even if your family includes others who are not
eligible. For example, immigrant parents may apply for CalFresh benefits or cash aid for their U.S. citizen or qualified immigrant
children, even though the parents may not be eligible..

e Getting food benefits will not affect you or vour famzlys immigration status. Immigration information is private and confidential.

» The immigration status of noncitizens who are eligible and apply for benefits will be checked with the U.S. Citizenship and Immigration
Services (USCIS). Federal law says the USCiS cannot use the information for anything else except cases of fraud.

Opting Out -

You do not have to give immigration mformatnon social security numbers, or documents for any noncitizen family member(s) who are
not applying for benefits. The County will need to know their income and resource information to correctly determine your household’s
benefits. The County will not contact USCIS about the people who don’t apply for benefits.



Use of Social Security Numbers

CalFresh and Cash Aid Everyone applying for CalFresh benefits or cash aid needs to provide a SSN, if you have one, or proof that you
have applied for a SSN (such as a letter from the Social Security Office). We can deny you or any member of your household who
does not give us a SSN. Some people do not have to give SSN’s to get help such as, victims of domestic abuse, crime prosecution
witnesses, and trafficking victims.

Heaith Coverage/Medi-Cal: We need your SSN if you want health coverage and have a SSN. Providing your SSN can be helpful if you
don’t want health coverage too since it can speed up the application process. We use SSNs to check income and other information to
see who's eligible for help with health coverage costs. If someone wants heip getting an SSN, CaEI 1-800-772-1213 or visit the website:
social security.gov _ 5

Overissuance '

This means you got more CalFresh benefits than you should have gotten You will have to pay it back even if the county made an error
or if it wasn’t on purpose. Your benefits may be lowered or stopped. Your Social Security Number (SSN) may be used to collect the
amount of benefits owed, through the courts, other collection agencies, or _federai government collection action.

Overpayment - '

This means that you got more cash aid than you should have gotten. Just hke w:th CalFresh benefits, you will have to pay ir back even
if the County made an error or if it wasn’t on purpose. Your cash aid may be lowered or stopped. Your Social Security Number (SSN)
may be used to collect the amount of benefits owed, through the courts, other collection agencies, or federal government collection

action.

Reporting -
Every household that gets benefits must. report certain changes. Your county will tell you what changes to report, how to report them,
and when to report them. Failure to report the changes may result in your benefits be lowered or stopped. You can also report if things

happen that may increase your benefits, such as gettmg less income:

Fair Hearing : +s

You have the right to a fair hearing if you do not agree with any actaon taken regarding your application or your ongoing benefits. You
can request a fair hearing within 90 days of the county's action and you must tell why you want a hearing. The approval or denial notice
you receive from the County will have information on how to request an appeal. If you ask for a hearing before the action happens, you
may be able to keep your cash aid and CalfFresh benefits the same until a decision is made.

Privacy Act and Disclosure

You are giving personal information in the apphcahon The County uses the information to see if you are eligible for benefits. If you do
not give the information, the County may deny your application. You have a right to review, change, or correct any information that you
gave to the county. The County will.not show your information or give it to others unless you give them permission or federal and state
law allows them to do so. The County will v__er_ify this information through computer matching programs, including the Income and
Earnings Verification System (IEVS). This information will be used to monitor compliance with program regulations and for program
management. The County may share this information to other federal and state agencies for official examination, to law enforcement
officials for the purpose of arresting persons fleeing to avoid the law, and to private claims collection agencies for claims collection



action. The County may verify immigration status of household members applying for benefits by contacting the USCIS. Information
the County gets from these agencies may affect your eligibility and level of benefits.

The County will use the information from your application to check your eligibility for help with paying for health coverage. The County
will check your answers using information in state and federal electronic databases and databases from the internal Revenue service
(IRS), Social Security, the Department of Homeland Security, and/or a consumer reporhng agency. If the information doesn't match,
the County may ask you to send proof.

Nondiscrimination '

It is the State and County’s policy that all people be treated equally, and with respect and dignity. In accordance with federal law and
the U.S. Department of Agriculture (USDA) Policy, discriminating on the basis of race, color, national ongan sex, age, religion, political
beliefs, or disabilities is strictly prohibited. .

To file a complaint of discrimination, either contact your County’s Civil Rights Coordmator or write to, or call the USDA or California
Department of Social Services (CDSS):

USDA, Director CDSSf-“:

Office of Civil Rights, Room 326-W s Civit nghts Bureau

Whitten Building ) P.O.BOX 944243 M.S. 8-16-70
1400 Independence Ave. Sacramento, CA 94244-2430

Washington D.C. 20250-9410 1-866-741-6241 (Toll Free)
1‘202“720—5964 (VOice and TDD) e r

USDA is an equal opportunity employer.

Work Rules for CalFresh
The county may assign you to a work program. They will tell you if it is voluntary or if you must do the work program. If you have a
mandatory work activity and you do not do it, your t_;’_ehefits' may be reduced or stopped.

You may not be eligible to C_é'EF-'resh if you have.'-r'éﬁ;entiy quit a job.

Work Rules for CaIWQRKs (Welfare to Work) :
If you get cash aid, you must participate in Welfare-to-Work (WTW) unless you are exempt. The county will tell you if you are exempt
from WTW. If you do not'do‘your assigned activ;'_ties your cash aid may be reduced or stopped.

CalWORKSs - Fingerprinting

All eligible adult household members for cash a;d must be fingerprin/photo imaged. If anyone who is required to cooperate with these
rules does not get fingerprint/photo imaged, no benefits will be issued to the entire household. The fingerprint/photo images are
confidential and can only be used to prevent or prosecute welfare fraud.



How do 1 get/use my benefits?
CalFresh and cash aid:

The County will mait or give you a plastic Electronic Benefit Transfer (EBT) card. Benefits will be put on the card when your
application is approved. Sign your card when you get it. You will set up a Personal Identification Number (PIN) to get cash from
ATMs or to buy food and/or other items..

If your EBT card is lost, stolen or destroyed, call (877) 328-9677 right away. You may also call the County right away.

« You can use your CalFresh benefits to buy almost all foods, as well as seeds-and plants to grow your own food. You cannot buy

alcohol, tobacco, pet food, some types of cooked food, or anything that is not food (like toothpaste, soap, or paper towels).

CalFresh benefits are accepted at most grocery stores and other piaces that sell food. Cashaid can be used at most stores and
most ATMs. Some ATMs may charge a fee. There may also be a fee if you use an ATM to get cash after three withdrawals. For a
ist of locations near you that accept EBT please go to: https: /lwww ebt ca.gov or https://iwww.snapfresh.org. You can also find out
where you can get cash without payingafee.

CalFresh benefits are only for you and your household members. Your cash aid is only for you and the members of your family who
were approved for cash aid. Keep your benefits safe. Do not not give out your PIN number. Do not keep your PIN number with your
EBT card.

Medi-Cal and Health Care:

For Medi-Cal you will receive a Benefits Identification Card (B!C)
« Sign your BIC when you get it and use it only to get necessary heaith care services,
 Never throw your BIC away (unless we give you a new BIC). You need to keep your BIC even if you stop gefting Medi-Cal. You
can use the same BIC if you get cash aid or Medi-Cal again,
+ Take the BIC to your medical provider when you or a family member is sick or has an appointment.
¢« Take the BIC to the medical pfowder who treated you or your fam:ly member(s) in an emergency situation as soon as possible
after the emergency.
For other health care programs you w:H recewe a health pian card from your particular carrier.



Appendix A Health Coverage from Jobs

You DON'T need to answer these questions unless someone in the household is eligible for health coverage from a job. if there is more than one person who is
offered health coverage from a different employer you can copy this page and use it for the second person {or as many as you need).

First, tell us about the job (employer) who offers coverage.

1. Employee name (First name, Middle name, Last name) 2. Employee Social Security Number

EMPLOYER Information

3. Employer name ... .. _'_:.__..";4:..__-E_mployer Identification Number (EIN).

5 Employer adciress

) -

7 Gy

ab i 't 'empioyee health coverag__:: at th:s::geb'?

11. Phone number (if 'diffei_‘éhj':from employer's phone numbe;) - e 12. Email adc:f_rags_'s; B

()

13. Are you currently eisgmle for coverage offered by this employer or wilf you becorne ehglbie in: the next three months?
] No (stop here for this section of the apphcat;on) i :
0 Yes (con‘ilnue) '

13a. if you're in a waiting or probationary penod when can you enroll in coverage?

{mmidd/yyyy)
List the names of anyone else who is eéagzb_l_e or wilf be etfg_lbie for coverage from this job.

| }.6'_;} - Employer phonewnumb_e;?- -

g ZpCode =

Name: " Name:.___ : Name:

Tell us about the health plan offered by this employer

14. Does the empfoyer offer a health plan that meets the m;mmum value standard*? "El:'_Yes'- A No
14a.ls this a State empioyee beneﬁt plan? UYes 1 No ' R A

18. For the {owestwcost p!an that meets the minimum vatue standard offered only to the employee {don't include family pfans}
If the employer has weilness programs, prowde the premium that the employee would pay if he/she received the max:mum d;scount for any

tobacco cessation’ programs, and did not receive any other discounts based on we!!ness programs
a. How mtich would the employee have to pay in premiums for this plan? $

b. How often? I Weekty 1 Bi-weekly {3 Twice a month O Monthiy - D Quarterly O Yearly- N

[3 The employee doesn't offer weliness programs,




16. What change will the employer make for the new plan year (if known)?
O Employer will no longer provide health coverage.
O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee
that meets the minimum value standard.
a. How much would the employee have to pay in premiums for this plan? §
b. How often? [0 Weekly O Bi-weekly [ Twice a month U Monthly O Quarterly 0 Year
¢. Date of change (mm/dd/yyyy):
1 No changes are expected.

*An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less than
60 percent of such costs (Section 36B(c)(2(C)(ii} of the internal Revenue Code of 1986



Appendix B

Questions for American Indian and Alaskan Native Individuals

Compiete this section if you or a family member (spouse and/or dependents) are American indian or Alaskan Native. Submit this with your appfication.

Tell us about your American indian or Alaskan Native family member(s).
American Indians and Alaskan Natives can get services from the Indian Health Services, tribal health programs or urban indian health programs. They also may
not have to pay a cost share and may get special monthiy enrollment periods. Answer the foilowing guestions to make sure your family gets the most help

possible. if you have more than two people to tell us about, make a copy of this page and attach it. “You may also use a separate piece of paper.

to write the question number next to your answer.

Just remember

Al/AN Person 1

AUAN Person 2

1. Name First Middle First Middle
(First name, Middle name, Last name)
Last Last
2. Member of a federally recognized tribe? dves O ves

If yes, tribe name

if yes, tribe name

O No UiNo
3. Has this person ever gotten a service from the Indian | [1yes O ves
Health Service, a tribal health program, orthrougha & [INg 1 No

referral from one of these programs?

If no, is thls person eligible to get services from the
Indian H_e_alth Service, tribal heaith program, urban
Indian heaith programs or through a referral from one
of these programs?

Oves Lo

If no, is this person eligible to get services from the
indian Health Service, tribal heailth program, urban
Indian health programs or through a referrat from one
of these programs?

Oves UNo

4. Certain money may not be counted for Medicaid or

the Children’s Health Insurance Program (CHIP). List any’

income (amount and how often) repofted on your
application that includes maney from these sources:
+  Per capita payments | from atribe that comes

from natural resources usage rights, leases, or . .

royalties

+ Payments from natural resources, farming,
ranching, fishing, leases or royalties from fand
designated as Indian trust land by the
Department of the Interior (including reservations
and former reservations)

+ Money from selting things that have cultural
significance

i Dhyes —
' D N_one ta report

if yes, please complete information below:

5

How often? (daily, weekly, bi-weekly, monthly, yearly etc))

[ Yes -If yes, please complete information below:
U None to report

$

How often? (daily, weekly, bi-weekly, monthly, yearly etc.)




Appendix C Assistance with Completing this Application

if you want someone to be your authorized representative for the health insurance part of this application, please answer the questions on this page. If you're a
fegally appointed representative for someone on this application, submit proof with the application.

1. Name of authorized representative (First name, Middle name, Last name

2. Address _ 3. Apartment or Suite number
4. City | 5. State é.."--'._z;p Code

7. Phone number { ) |

8. Organization name (if applicable) : 9. LD, Number (if applicable)

By signing you atlow this person to get official information about the health insurance part of this application and act for you on all matters with Covered California
or your County Human Services Agency. As a reminder you can always change your authonzed represeniative by calling the County or 1-800-XXX-XXXX or
going to the web at www HealthCare.gov .

10. Your signature 11. Date

For Certified Appiication Counseldrs Navigators, Agents and Brokers Only.

Complete this section if you are a certified application counselor nawga‘tor agent or broker filing out this application for somebody else.

1. Application start date (mm/dd/yyyy)

2. First name, Middle name, Last name, & Suffix

3 Organization name | T T4 iD number (f applicable)

Appendix C (Assistance with Completing this Application)





